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Facility Disclaigier;
F 22114831 3(a) RIGHT TO BE FREE FROM F 221 . -
$$=p | PHYSICAL RESTRAINTS This Plaw of Correction 16/172013
constifutes my written
The resident has the right to bs fres from any ;:'*‘h"!‘ of compliance for
. e deficiencles cied,
physical restraints imposed for purposes of However, submission of this
- )
discipline or convenlence, and nol requirad to Pian of Correction Js not an
traat the resident’s medical symptoms, admission that a deflclency
) exiots or that one was clted
) correctly. This Plan of
This REQUIREMENT is not met as gvidenced Corraction is submitted to
by: meet requirements
Based on medical record review, obsarvaticn, established by atate and
and interview, the facility failed to complete ° federal law.
restraint assessment and atternpt restraint
redugtion for one resident (#48) of thirty resldents Ez1 A
reviewsd. 1) AResiraint Reduction
ent was completed on
The findings Included: resident #48 by the MD$ nurss
On 9/13/13. A therapy sereen, .
Resident #48 was admitted to the facility on Was completed by the Physical
January 10, 2007, with diagnoses Including Therupist o 9/12/13 for a less
Hypothyroidism, Hypertension, Dysphagia, and m"“f;:n::h‘“':tht:jth':“”’
Failure to Thrive. Sereen =t at this time,
. 5/13/13, by the Physical
Thewapist to b the safest and
Medioal record review of the Annual Minlmum feast mc':;ve m;m,-on for
Data Set dated August 18, 201 3, revealed the this recident for continued
restdent had severely impaired cugnitive akills for safety awareness and to
daily decision making and used a trunk restraint decrease the potential for flls.
dally. 2) This facility will institute the
. following systematic changes;
Medical record review of the Physical Restraint ’ m“gg‘s requiring restraints
approved by the
Reduction Assessment dated August 18, 2013, Director of Nursing or designeo
revealed "Instructions: Restrained individuals and the falls interdisciplinary
should be reviewed at Jeast quarferly to determine team (DON, ADON, Therapy
whaether or not they are candidates for restraint sarvices, Social Services sipff,
reduction, less restrictive restraining measures, MDS nurses). Restraint
or tofal restraint elimination. For each category reduction essessments will be
listed below, assess the rasident by cirdfing the :;l:aml_:lane:lf t:hy the MDS nurse at
co onding score(s) that bast deseribe hisher time of the next quarteriy
9»%, sigius In the appropriate assesement .
PROWDER/SUPPLIER REPRESENTATVES BIGNATURE FITLE {X6Y OATE
s ﬁﬁ/gs@ﬁﬁg /i 0//
i with an asterisk (*) denotes 2 deticlency Whish B inshtutian may ba éxcused from catrecting providing 1L is dotefmined that

n{ proteciion fo e patients, {Sea Insby

following the date of survey whather or nat a plan of cormection is provided, For nurelng homes,

Glions.} Excapt for mureing komes,

the findings stated above ara «isciosable 60 days
the abeva findings and plans of comrection ara disclosabia 14

days following the date these.documents ara made avallah

6 to the fadlllly. If dafictencies am olted, ap appoved plan of eotrection ls requisite o continued

program-paticlpation. . ..
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CENTERS FOR MEDICARE & M QOMB NO.
STATEMENT OF DEFICIENCIES {¥2) MULTIFLE CONSTRUCTION {%3) RATE SURVEY
AND PLAN OF CORREGTION A, BUILDING COMPLETED
B.WiNe 08/11/2013
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZIP CODE
850 SISKIN DRIVE
ST BARNABAS NURSING HOME CHATTANGOGA, TN 37403
| SUMMARY ETATEMENT OF DEFICIENGIES iD PROVIGER'S PLAN OF CORRECTION
é’é‘é’pﬁ {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMeman
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APRROPRIATE DATE
' DEFICIENGY)
assessment. At each restraint
F 221 Continued From page 1 F 221 reduction assessment beginning
column. Add the column of numbers to oblain the 9/13/13, a physical therapis:
tolal score. Continue svaluation and review on wﬂ:hwmp}dm :fgmtrggy screen
h ...” - on o resident for
the reverfse sppropriatencss of the rastraint
Medical record review of the Physical Restraint o - :"g‘ggggm";fgﬁ; o
Reduction Assessment dated August 18, 2013, : ?
eument residents and futare
I‘GVGEIB{! ihe fGSIdBﬂl W a 25 (21"35 GQOd mjdcnts wﬂh resuaainm W“l
Candidate). Medical record review of the reverse have & quarterly restnint
side of the Physical Restraint Raduction reduction assessment from the
Assessment revealed nt documentation of the initial dete of the initiation of
continued evaluation and review of the restraint the restraint, and quarterly
assessment on August 18, 2013. therealler, This will be
oomplete_d by the MDS nurse
Medical record review of a Physician's order rg%ﬂ"m by the il DT
dated August 23, 2013, revealed *._soft self Services, MDS nureesy”
release velcro balt while up in chalr... check 3) Beginning 9/13/13, inservice
restraint and release per facility protocel..." education will be glven to the
Physical Thorepists and MDS
Observation and interview on September 10, nurses by the Director of
2013, at 7:45 a.m., with Licensed Practioal Nursa L}T:srsing regarding Reduction
(LPN) #3, In front of the nursing station, revealed ' esments, .
the resident seated in a tiltirecline chair, with a 4 mw g:: . '3;'1 ?m anlited
soft velcra seat belt in place. Gontinued qumeﬂ;ub " th:::h ® comp
observation revealed the resident was unable to NUSTMDS nugses. T
self release the seat belt when asked by LPN #3. compleled audits will be
. teported to the DON and the
Observation an Septeamber 11, 2013, at 745 Quality Improvement Team by
a.m., ravealed the resident seated in the chalr in quarterly beginning
front of the nursing station, with a soft self release 167%8/13 amd-wlll continue for
velcro balt In place. %ix months or more if deermed
necestary by the Qf team,
Interview on September 9, 2013, at 3:45 p.m., :
with the Diractor of Nufsing (DON), in the DON's
office confirmed the resident was unabls to self
release the soft belt restraint.
Interview on September 11, 2013, at 9:15 a.m.,
with the DON, in the confersnce room confirmed
the restraint assessment was not completsd on
FORM CMS-2587(02-09) Pravious Versions Cbsolale Evenl iD: SNWZ1Y Fadlllly 10: TN3312 if continuation gheat Page 2 of 21
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QENTERS FOR MEDICARE & MEDICAID SERVICES OMB N¢
STATEMENT OF DEFIGIENGIES X1 VIDER/SUPPLIE
e T e
445008 & Wik ' 09/14/2013
NAME QF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
950 SISKIN DRIVE
s
T BARNABAS NURSING HOME CHATTANGOGA, TN 37403
X4 ID SUMMARY STATEMENT OF DEFICIENGTES 0 PROVIDER'S PLAN OF CORREGTION {x5)
PREFIX' {EACH DEFIGIENCY MUST BE RRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFVING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
221 | Continued From page 2 F 229
August 18, 2013, the resident scored as a good
candidate for attempted reduction of the restraint
on August 18, 2013, and no atlempt to reduce the
restraint had been compigted, ) .
F 246 | 483.15(e)(1) REASONABLE ACCOMMODATION F 246 F246 ) 17201
§8=D | OF NEEDS/PREFERENCES 1) On 93:;2}3, mgh'g ﬂ\:as
irom aly p within
A resident has the right to reside and recelve resch for resident #58.
services in the facility with reasonable 2 on JUA013, upan change of
accormmodations of individual nesds and hour routine rounds all o A's,
preferences, except when the health or safety of RN's, and L.PN's will epsurs
| the individual or other restdents would ba that each call light Is piaced
endangered. properly within regidents reach.
' 3} SwifInservice Education will
be provided by the Charge
Nurse: o 10/3/2013 and
hi ongoing to all facility
;y:ls REQUIREMENT Is not met as evidenced gii?o)‘iﬂ& (Al LPRDs, RN's,
Based on medical record review, observation, A's, therapists,
and interview, the facllity falled to ensure the call s crces, Ditary,
fight was within reach for one resident (#58) of Office, llasons, and the Dircotor
| thirly residents reviewed., of Plant Operations}, ADON or
designes will continue o
The findings included: complete weekly random visual
sudits ok up to 20 mlgidf;%tlsﬂ
Resident #58 was admitted to the facility on weekly beginning %/30/2013.
March 8, 2013, and readmittad on August 8, 4) Oa lwﬁmﬂzpls, th; ADON will
2013, with diagnoses Including Intestina) m?mg;?::d tho Ql tean.
Obstruction, Hypertensian, Diabetes,
Scleroderma, Rheumatold Arthritis, and
Hypokalemia.
Medical record review of the admission Minimum
Data Set dated August 15, 2013, revealed the
resident scored fourtesn on the Brlef Interview for
Mental Status (BIMS) indicating the resident was
Independent with dally decision making and was
able to be understood, and understoed others.

FORM CMS-2867(D2-09) Previoua Versiona Obsplata Event ID: aNW241 Faclily i: TN3312 i continualion sheet Page 3 of 21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES R VED
FORM APPRO
CENTERS FOR MEDI ICAID SERVICES OMB NO. 0838-0391_
STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIER/CLIA %2) MULTIPLE CONSTRU b,
AND PLAN OF CORREGTION xn IDENTIFICATION NUMBER: L B)I.IILIJIN:LE NETRUCTION m’o&ﬁfﬁ Y
445008 B. WING 05/11/2013
NAME QF PROVIDER OR BUFPLIER STREET ADDRESS, CITY, $TATE, ZIP CODE
850 SISKIN DRIVE
ST BARNABAS NURSING HOME CHATTANOGGA, TN 37403
X5 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION XE)
PREFIX (EACH DEFICIENGY MUST DE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
F 248 Continued From page 3 F 248
Observation and interview with the resident on
September 9, 2013, at 2:10 p.m., revealed the
resident seated in a wheelchair on the left side of
the bed and the call light was-wrapped aroiind the
assist bar an the right side of the bed, Interview
with the resident at the time of the observation
revesled the resident needed the call light to ask
for assistance with transfers, Continued interview
revealed the resident had previously asked the
staff to ensure the call light was within reach,
Obszervation and interview with Licensed Practical
Nurse (LPN) #2 on September 9, 2013, at 2:15
p.m., canfirmed the resident's call-light was nat
within the resident's reach.
F 279 483.20(d), 483.20(k)(1) DEVELOP F279( . 27 101722013
8s=D [ COMPREHENSIVE CARE PLANS 1) The comprehensive care plan of
Regident #118 wes updated
A facility must use the results of the assessment immediately to reflect curtent
to develop, raview and revise the resident's 2 %dmcitm;;r&: f,:f’;fﬁ
comprehensive plan of care. rendomly audited weokly by the
. MDS nurses to ensure accurncy
The facility must develop a comprehensive care of the care plens beginning
plan for each resident that Includes meastirable 9/30/13. .
objectives and timetables to meet a resident's 3) Stafflnservice Education will
rnedical, nursing, and mental and psychosogial be given by the MDS nurses to
needs that are identified in the comprehensive RN's, LPN's, Social Sm«;_e
assessment, Social Workers, Director o
mutritional smlocs, Dllrcctor o§
The care plan must describe the services that are %";L'g;;é’;lf?em Te
to be furnished to attain or maintain the resident's comprehensive care plan
highest practicable physical, mental, and documentation on or by
psychosacial well-being as required under 9/30M13. Care plans will be
§483.25; and any services that would otherwise updated by interdsciplinary
be required under §483.25 but are not provided staﬂ.!’memb’ns (MDS murses
due to the resident's exerclse of rights under EN s, I.,P_nmf S?ufrl?fiﬁm Szr;ww&
§483.10, Including the right to refuse reatment m!"“““rofww of Life, and
FORM CMS-2687(02-49) Pravious Varsions Obsolels Evani 10; SNWZ 11 Facllily [D: TN3312 If continuation heet Page 4 of 21
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DEPARTMENT OF HEALTH AND HUMAN SERVICES  FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID ERVICES OME NO. 0938-0391
SYATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULBING COMPLETED
445008 B. WiNG 09/11/2013
NAME OF PROVIDER R SUPPUIER _ STREEY ADDRESS, GITY, STATE, 2IP GODE
950 SISKIN DRIVE
ST BARNABAS NURSING HOME CHATTANOOGA, TN 37409
SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION {X5)
;?54 '1?( ’ (EACH DEFICIENCY MUST BE PRECEDED BY FuLL mlgm (EACH CORRECTIVE AQTION SHOULD BE CONFLETION
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) TAQ ansmensgecpslgl;gc 'I;l:l}EAPPROPRIATE
F 272 | Continued From page 4 : F 270 Director of Therapy Services)
under §483.10(b)(4), and monitored by the MDS

nurses,
4 On 10730713, the MDS murses
and cherge nurges will report

This REQUIREMENT is not met as evidenced fidings 10 nursing management
by: . . team (DON, ADON, Admission
Based on medical record review, observation, httrse, Charge Nurses, Wound
and interview, the facility fatled to devsiop a Care Coordinator). ADON gr
comprehensive care plari for one {(#118) of thirly designee will report tg the
residents reviewed. Administrator and the Quality
Imp.miement Team monthly
The findings meluded: beginning 10/10/2013 and wiy
continue for six months or more
Residant #118 was admitted to the fagilty on e Heccssary by the Q]

June 5, 2012, with diagnases including Dernentia,
Diabetes, and Chroplc Renal Fallure.

Medical record raview of the Psychotraple
Medical Management Pragress Note dated July
25, 2013, revealed "...Long and short term
mamory Impaired, chronic {scored 5 on scale
with 10 indicating the most Severe impairment);
Reacall impaired, chronic with & score of 5;
Attention and Judgement Impaired; and Appetite -
Pecreased with a score of 7, Acute...”

Record review of the Monthly Weight Record
.revealed a walght of 137 pounds In March 2013
and 124 pounds in August 2013 with the weight
decreasing each month. Review reveszled the
September weight of 123 pounds represented a
10% weight loes over the previaus slx months.

Review of the Cartified Dictary Maneger (CDM)
Dietary Notes for May 8, 2013, revealod
“...Welght showing a trending down x (for} 90
days.” Review of the CDM's Digtary Nates dated
August 8, 2013, revealed "Recommendation
placed in MD (doctor) communication boak for :
L ' Megace for increased appatits due to poar intake

FORM CMS-2867(02-09) Freviows Verslone ekl Evant ID:3NWZ 14 Fachiy I0: TN3312 IF continuation shest Pags 4 of 21
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F279

Continued From page 5
and wsight dedine.. "

Review of the resident's Cars Plan Mealing held
on August 7, 2013, reveaied the Tamiiy
"...concerned...waight. Noted Ensure seams to
give (resident) dlarrhea.”

Review of the Care Plan approaches to addrass
the Problem/Neesd of a Therapeutic Diet on
admission in June 2012 revealed "Offer foods
high in protein, Pralse resident's atternpts to
follow dlet, and Pravide caiculated diabetic diet,
including snack. "

Review of the Care Plan dated May 8, 20193, at
thie annual review after the resldent had been
ldentified with significant weight logs revezled ro
approaches ware developed to address the
weighi loss.

Review of the Quarterly Care Plan update of
August 8, 2013, revealed no new approaches fo
address the continued welght loss. Review
revealed an approach was added on August 23,
2013, "Add to assist ta feed at maals.”

Observation and interview of the resident on
September 10, 201 3, at 8:45 a.m., revealad the
resident was unable o recal] any information
about what wag served or sater; for breakfast.

[nterview on September 11,2013, at 8:10 a.m.,
with the CDM at the third fioor nursing station,
confirmed Ensure (a protein supplement) was
not included in the care plan, although the
resident had received at intervals and Ihe family
stated It caused diarrhea; an altemative to Ensure
had not been added to the Care Plan during the
previous month after the Ensure was stopped;

F 279
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Ouwof.'é]nm
DATE

F 272 | Continued From page 6

and dementia prevented the resident from
knowingly increasing thelr protein intake as

"...Will encourage increased intake of protein..."

Observation of the resident on September 11,
2013, at B:25 a.m., revealed the resldent was

Continued observation revealed the rasident had
a breakfast tray taken (o their ream at 915 a.m.

Interview on September 11, 2013, at 10:10 a.m.,
witit the Certifled Nursing Assistant (CNA #4)
revealed “...usually in bed for breakfagt _if you
wake up too early gets upset and won't eat -
anything...will usually take cereal with-help...took
cereal today "

Inferview on September 11, 2013, at 12:25 p.m.,
with CNA ¥#2 revealed "(the resident) went to the
bathroom...doss that a lot after begins io eat...”

Observation on September 11, 2013, at 12:35
p.m,, revealed the resident ambulated from the

set down. Qbservation revealsd the nursing staff
redirected the resident back to the dining reom to
eat lunch and LPN #1 began tuelng the resident
to eat.

2:15 p.m., with the Registered Distician (RD),
confirmed the RD did not attend or contribute to
the care plan mestings. )

Interview with the Director of Nurse's {DON), in
the DON's offics at 4:55 p.m., on September 10,
2013, confirmed neither the RD or Registerad
Nurses (RN) attended the annusl or Quarterly

planned for in the CDM's May 2013 Dietary Noles

resting in bed and breakfast had not been served.

bathroom to the foyer area of the nuraing untt and

Interview by telephone on Sepltember 11, 2043, at

F2ro
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F 279 | Continued From page 7 F 279
care plan mestings for the resident in 2013,
Interview with the DON, in tha DON's office at
3:40 p.m., on September 11, 2013, confirmed the
resldent's Care Plan did not include the fallowing:
where the resident desired io take meals; a
protein supplement; or the approach verbally
shared by both the DON and the CDM related to
finger foods and sandwiches balng most
appropiiate for the resident. Interviey confirmed
the resident did not have a comprahensive care
plan to address the weight loss. .
F 312 483.25(2)(3) ADL CARE PROVIDED FOR F 312 Fin2 . 072013
$8=D { DEPENDENT RESIDENTS 1) On9/9/2013 resident #64 way
lmmedl'ateiy shaven, showared,
A resident who Is unable to carry out activites of "M’gfﬁd and groomed and
daily living receives the necesssry services 1o 2) Beginning 1037201 3,2l
maintain good nutrition, greoming, and personal tesidents will be monitored
and oral hygiene., daily by the staff RN/LPN"s for .
Braoming needs,
3) Beginning 10/3/2013, staff
inservice education will be
EQUIREMENT t i givan by the DON or designee
I::ls REQUIREMENT 'Is nat met as evidenced o all ciliy omel, (AL
Based on medical record review, ebservation, LEN's, RN'5, CNA's,
and interview, the facility falfed to provide ?;ﬁﬁfﬁpmﬁ“ﬂy of
adequate greoming assistance for one resident Lift, Business Office) ADON
(#64) of thlrly residants reviawed. or designies will continue the
process of weekly audits of ail
The findings Included: residents for the completion of
the residents daily care
beginnlng 91’33&013]5 . .
.| Resident #84 was admitted to the facllity on 4} On 1010/201 » the orector o
August 9, 2012, with disgnoses including E?,ﬁ;i?,’%ﬁemmg willt report
Unstageable Pressure Ulcer of Left Meel and findings to the Administrator
Coceyx, Dementia, Parkinson's Disease, recent and the QI team for 6 months or
history of Fallure to Thrive following Right Hip more if deemcd necessary for
Surgery, Chranic Back and Neck Pain, Spinal compliance [suues,
Event ID: 3NWZ11 FachMy ID: TN3312 if conlinuation sheot Page 8 of 21
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F 312 Continued From page B

Kyphosis, Chronic Pajn Syn
Renal Fallurs
Prostatic Myperirophy.

needed,"

resident's reom revealed
fingernalls on eagh hand,
and the lenges
was done on shower days."
(CNA#3) on September
after the CNA prepared
resident (who

axit the room
wore glasses

for the resident,
interview with

at 9:30 a.m., confirmad the
assisiance with
beard on Monday,
that day the Charge
resident) be shaved:
residents “should be

third floar nursing station onS

drome, and Chronic
related to Obstructive Benign

Record review of the Care Plan revealed under
the prablem of “...decreased functional
stalus...approaches.. Nai tare done

weekly...Assist with dreSSing...grooming as

Observation and interview with the residant on
September 9, 2013, at 12;10 p.m., in the

the resident remalned in
tha bed, had g beard, and dirt ynder long
Observation ravealed
the resident's glasses were on the bedside tabla
were visibly dirty. Continved
interview revegled the resident stated "shaving

interview with the Certified Nursing Assistant

9, 2013, at 12:39 p.m.,
the lunch tray for the
remained in the bed) angd
confirmed the residant “usually
during the day” and confirmed they
were dirly and had not been cleanad

the Interim Charge Nurse at the .
eptember 11, 2015,
resident required

all activities of dally living, had a
September 9, 201 3, and on
Nurse had raquested (the
Interview confirmed
shaved even ¢
are not showered.” Continued inte
confirmed the resident had long fin

Gr provided

N days they
rview
gernalls and
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SUMMARY STATEMENT OF DEFICIENCIES ) VIDER'S PLAN OF CORRECTION )
P[‘,I;QF'& (EACH DEFICIENCY MUST BE PRECEDELD BY FLILL pngnx (EAng?QORREcTWE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cmsazpsﬁenugggl%gs APPROPRIATE Date
F 312 | Continued From page 9 Fai2
dirt under the nails of both hands. Interview
confirmed the expectation for assistance with
daily care needs included nail care and shaving if
needed. ,
F 325 | 483.25(i) MAINTAIN NUTRITION STATUS - F325 F328 | .
- L. Asof09/11/2013 for resident
S8=0 | UNLESS UNAVOIDABLE #118, an onder was writen for 10/37/20;3
Based on a reﬁldent'? comprehensive E&pgm.:mﬂg t{;orbf 1
assessment, the facility must ensure that & monitored weekly tirmes 4
resident - weeks or more if necessary,
(1) Maintains acceptable parameters of nutritional Registered dietitian assessed
status, such as body weight and protein levals, resident on 9/23/2013 and
unless the resldent's clinlcal conditian agresd with the current MD
demonstrates that this is not possible; and interventions, Resident #79
(2) Raceives a therapeulic diet when there is g received new onders for health
nutritional probiem. shake 2 times daily for
mcreased calorio/proteln intake,
Registered dictitian asseszed
resident on 9/23/2013 with
intecventions as follows:
. . Double starch added with
This REQUIREMENT is not met as evidenced meals, Nepro shake
by. disconp'nued related to resident
Based on medical record review, obsarvation, ;msms her right to refuse
and interview, the facility failed to prevent welght € T
loss for two rasidents (%118, #79) of thirty 2. al si';“l’ggy‘" be ;‘i‘"ﬂﬁ“;‘
residents reviewed for weight los_»s. iemgh a program“_c@ﬂmtl lm‘mg!; tos
t of &
The findings included: per;r:;?e ffw;"mfhﬁfg, per
the resident weight in pounds.
Resident #118 was admitted to the facity on Weights will be monitored
June 5, 2012, with diagnoses including Dementia, weekly by the Director of :
Diabetes, ard Chronie Ranal Failure. gggggﬂvim effective
Record reviaw of the Monthly Waeight Recora 3. The systematic changes put into °
revealed a welght of 137 pounds in March 2013, fﬁ:‘:ﬁ;ﬁ’i’;ﬂﬁ;ﬁ’gﬁn
resident will be wejghed and
Review of the Certified Dietary Manager's (CDM) wcjlghm‘:m b: du‘:ﬂm?& in
Dietary Notes dated May 8, 2013, revealed the weight change comparison
FORM C8-2687(02-08) Previous Verslona Obsolete Event ID;3NWZ11 Faaiity 10: TNA2 2 If continuation shaet Page 10 of 21
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X2) MULT NSTR
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445008 B. WING
NAME OF PROVIDER OR SUFFLIER STREET ADDRESS, CITY, STATE, ZiP CODE L2Tiz0i
ST BARNABAS NURSING HOME 950 SISKIN DRIVE
. CHATTANQQGA, TN 37403
(X4} 1D SUMMARY STATEMENT OF DEFICIENGIES in PROVIDER'S PLAN OF CORRECTION o)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL '
TAG REGULATORY OR LSE IDENTIFYING INFORMATION) P?E:@'x cé?s‘é“n‘éﬁgé%"&%“% ﬁ?n%%s -y
DEFICIENCY)
F 325 ) Continued From page 10 F 325 :;rcﬁgmunal The registered
"...Welght showing a trending down x (for) 90 fotitian along with the NAR
days.” ¢ g nd (for) {;DT (DgN, ADON, Charge
. _ ) urse, Wound Nurss, Sociaf
Medical record review of the Psychotropie %m s ot Sheech
Medical Management Progress Note dated July svale purchase, New Registored
23, 2013, revesaled “...Long and short term Dietitian contract ohtained.
memory impaired, chronic (scored 5 on a stale Frequency of RD visits
with 10 indicating the most Severe impairment); Increased, RD will be given a
Recall impaired, chronic with a score of 5; copy of the weight changa
Altention and Judgement impaired; and Appelits - camparisof; each visit by the
Decreased with a score of 7, Acute, 3.“;[;‘3{’23%"5‘?’? S‘“;;F“ as
- Direstor
Review of the resident's Gare Plan Mesting held Emyt}?: rﬁ'i:mi'ﬂ ili[sstoufat
on August 7, 2013, revealed the family risk residents for assessment
“._..cancerned...weighl. Noted Ensure (liquid upoi each visit. A call will be
dietary sn:pplemant) seems to give (residant) mede to th RD by the Director
diarrhea. of Dietary Services for urgent
needs. An RD recotnmendation
Review of the CDM's Distary Notes dated August Wwill be completed from the
9. 2013, revealed "Recommendalion placed n verbal communication by the
MD c(lt:mcm;:r) communication book for Megace D'“’:“” ?‘;&‘“‘:‘? S“a‘:dm for
madication) for ingreg i Ay new Interveations
ke ond i e gPpeite dua o poo B o e prcions
Record review of the Manthly Weight Recard iﬁmpﬂiﬁmw
revealed the resident weighed 124 pounds In : Practioner and implemented as
August 2013. Continued review revealed the of 10/10/2013,
September weight was 123 unds, 4. Random audils to be done by
g po
the RD monthly ag of
Observation and interview of the resident on 10/10/2013. reporied resuits
September 10, 2013, at 8:45 2.m., revealed the poL bo given to the Oivector of
resident was unable to recall any Infermation 107 {0B0 s oS 8s o of Distary
abaut what was served or saten for breakfast. servicas to eron t0 the
Administrator and Qf team
Interview with the Director of Nurse's {DON), in monthly for oneyex?r or more if
the DON's office at 4:55 p.m., on Saptember 10, detmed necessary by the Q)
2013, confirmed the resldent had experienced team.
significant walght loss. Intarview confirmed the
Registered Dietitian (RD) had not provided
FURM CMS-2667(02-89) Provious Versions Obaglele Event ID:3NWZ11 Faclty iD: TN3912 if continuation shest Pags 11 of 21
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: 445008 8. WiNG : — 08/11/2013
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1o SUMMARY STATEMENT OF DERICIENCIES D PROVIDER'S PLAN OF CORRECTION 1)
;S’é‘é’mx (EACH DERICIENCY MUST BE FRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOLLD BE COMPLETION
TAG REGULATORY OR LSC DENTIFYING INFORMATION) TAG cnoss-namgggggg g&:}e APPROPRIATE DATE
F 325 | continued From hage 11 _ F 325
evaluation or input on tha resident’s waight loss.
Continued interview confimed the resident's

labwork results on May 9, 2013, revealed two
nutritional indicators, total protein and albumin,
had below normal values af 5.8 (range 9.0 - 8.5)
and 3.2 (range 3.5 - 5.0). Interview confirmed
the resident did not have a protein supplement
prescribad by the physiclan after the nulritional
indicators were identified ag below normal,
Interview included a review of the Physiclan's
Progress note dated August 12, 2013, and
confirmed the progress note stated “trial appetite
stimulant and monitor response” and confimead

interview confirmed the Nursing staff had noteq
the resident fraquentiy had difficulty focusing on a
meal and would get up and "wander off."
interview revealad the resident had been added
to "the feeder list* and was o be assisted at
mesais since August 23, 2013,

Observation of the rasident on Septamber 11,
2013, at 8:25 a.m., revealed the resident was
resting In bed and breakfast had not besn served.
Continued observation revealed the resident had
a breakfast tray taken to thejr room at 9:15 a.m.

Interview on September 11, 2013, at 10:10 a.m,,
with the Certified Nurse Alde (CNA#1) revealad,
"usually in bed for breakfast.. If you wake up oo
early gets upset and won't eat anything...will
usually take cereal with help, but won't sat much
else at breakfast...taok coregl loday,”

Qbservation on September 11, 201 3, at 12:25
R.m., revealed the resident was not in the dining
room eating. Continued observation revesled the
resident exitad their room and ambulated to the I

FORM CMS-257(02-99) Fravious Versions Qhsolote Event ID:3NWZ11 Facifty a1 T332 it continuation sheat Paga 12 of 21
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foyer aren of the nureing unit. Observation
ravealed the nursing staff redirected the resident
back to the dining room te eat funch, Observation
revealed the resident began to eat slowly and
alone at a table with no fesding assistance.

Interview with the RD by telaphone on Seplember
11,2013, at 2:15 p.m., confirmed the RD had not
been asked to review the resident for weight loss
from March 2013 to the present and was unaware
of the resident's weight loss.

Interview with the Direcior of Nurse's (DON), in
the DON's office at 4:00 p.m., on September 11,
2013, confirmed the following: the resident did not
have any additional labwork checked since May
2013, the DON had not besn able to locate any
evaluation by the RD that defined ths resident's
Ideal Body Welght rangs, and the Nutrittonal at
Rigk committee reviewad the Monthly Waight
Record for all the resident’s, but had not idantifled
the resident's rmonthly dectine in weight prior fo
August 23, 2013,

Resident #79 was admitted to the facliity on
August 28, 2012, with diagnoses Including
Dysphagia, Acute Respiratory Failure, and Renal
Failure.

Medlcal record review of the Deparimental Nolas
dated May 3, 2013, revealed *._wi (welght) 135
(pounds) had a recent diet change regeivas
Puree meat with saft veggies,."

Review of tha weight record revealed the
resident's weight was 133 pounds on June 3,
2013, and 120 pounds on September 2, 2013,
(10 percent weight loss in 3 manths)

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUSTION {%3) DATE SURVEY
AND PLAN OF GORRECTION [DENTIFICATION NUMBER: A BUILDING COMPLETED
445008 B WiNG 09;11_;201 3
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
H 950 SI3KIN DRIVE
ST BARNABAS NURSING HOME CHATTANOOGA, TN 37403
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES [¥] PROVIDER'S PLAN OF CORRECTION {
PREFIX (EACH DEFIGIENGY MUST BE PIREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS—REFEREB]‘gFE'g Eﬁ gﬁemmowwre DATE
F 325) Continued From page 12 F 326
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F 325 Continued From page 13 ’ F 325

Medical record review of the Diefitian's

"...recnmmandaﬁan...Nepro 1 ¢an po (by Mouth)
bid (twice a day} batwesn meais.,.”

Medical record review of the physician's Progress
note dated June 11, 2013, revealed "...dletary
nonhcompliance-pt, (patient) eats whal...wants
{and) refuses what...doesn't want_

Medigal record review of a Physician's order
dated June 17, 204 3, revegled *,.D/C
(dlsconu‘nue) shake (with) meals...bagin Nepro 1
can 8D balween meals.. »

Medical record review of the-Medlcation Record
dated anel 17, 2013, ravealed the Nepro 1 can

Medical record review of the Dapartmental Notes
dated July 13, 201 3, revealed ", Poor diat,
Ensure offered and taken wel.,..”

Medical record review of the Deparimentg] Notes
dated August 1, 2013, revealed Y.t 125
(pounds)...continues to raceive Puree Meat with
soft vegetables diat as ordered...Weight down 4
(pounds) x g0 days due to reduction in doughnuts
and sweels famlly would bring to facility. Famfly
has stopped bringing these items, intake of meals
80 (percent),..”

Medical record review of the Departmental Notes
dated August 23, 2013, revealed ".. NAR
{nufrition at risk) waight trending down will provide J

shake tid (three timas a day) with meals. Weakly
welght...”
“ORM cMs-zsa?{uz-nn) Previous Versions Ohséiole Evant iD: SNWZ41 Facliffy ID; TN3912 if continusiion shaat Page 14.of 21
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IENG:
F 325 | Continued From page 14 F 325
Review of the NAR maeling minutes dateg
August 30, 2013, revesied *..Family not providing
45 many snacks...”
Observation on Septomber 11, 2013, at 8:50
a.m., rovealed the resident 8itting on the bed
eating breakfast, consisting of valmeal, aggs
yogurt, miik, and Mighty shake with a staff
member sitting next to the resident to offer the
resident encouragement (o eat.
Interview with the Registored Dietitian (RD)on
Seplember 11, 201 3, at 1:20 p.m., by telephona
confirmed the RD wag ot aware of the resident's
continued weight joss and would have increased
the nepro to three or four times g day,
Interview with the Certifiad Dietary Manager
(CDM) on September N, 2013, at 3:00 pam,, in
the conference room, cenfirmed a defay In
starting the RD recommendation for the Nepro 1
can BID,
F 327 | 483.25()) SUFFICIENT FLUID TO MAINTAIN Faz7] Ea2y 72013
= ’ 1} On 91112013, te water pitcher
$$=0 | HYDRATION ) for resident #13 wasmpovcd
The fadility must provide each rasident with PN 91 o meldent's oo,
sufficient fiuid intake to maintain proper hydration reedycated in regands to a fluid
and health, restriction order and the
' standards for maintaining the
order- A door identifier was
This REQUIREMENT is not met as evidenced placed on the residents door by
by the Do:i A cal} was placed tttl)m
Based on medical racord reviaw, policy review, the practitionsr In regatds to the
ebservation, and interview, the fagility faflsq fo Charge Nopamake by the
ensure a physician's order for fiuld reslriction was anewly amended policy wag "
being maintained for one (#13) of thirly sampled , given to all RNVLPN's, CNA’s,
residents. Dietary staff, Social Setvices,
Quality of Life staff, and
ORM CMS-2667(02-09) Pravious Vorsions Obsalate Evenl ID:aNWz11

Faciity 10: TN3312 if cenfinuation sheot Page 15 of 21
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445008 B. WiNa 09/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(*X4) D SUMMARY STATEMENT OF DEFIGIENGIES ) PROVIDER'S PLAN OF CORRECTION )
PREFIX EAGH DEFICIENGY MUST BE PRECEDED BY FULL EACH GORR COMPLETION
TAG a‘t—:eumronv OR LSC IDENTIFYING INFORMATION) ‘ F?E’gm cmmﬁﬂg%m% g’p%‘fmﬁs DATE
DEFICIENCY)
) Therspy staff regarding
F 327 | Continued From 15 restricted flujds,
rom page F 27 2} Revisions ware madc to the
: . . facility policy titled “Resiricted
The findings Includeg: I-‘Iujdsu.p-?h:ypoﬂey will seflocs
. \ : the following:
Resident #13 was admittad to the faaility on June 2) Begloning 10/1/2013,
13, 2012, with diagnoses Including Chronig RN/LPN'S will document the
Kidney Disease, End Stage Renal Diseass, amount of daily fluid restriction
Diabetes, and Congestive Heart Fallura. On & newly ereated form titled
"Fly:d Restriction Log™ 16 be
Medical record review of g Physlcian's order melntaitied monthly with in the
dated October 10, 2012, revealed {500 m| R“"“'“;ﬂn"g f;‘:‘;';':‘gﬂrfgme
HIG H ]
(millilitere) fluid restriction per day. _residents permanent medical
; record.
Medical record review of the Care Plan revealed, b) Al residents will be o
"10/10/12 Fluid restriction 1500 mi/day." et)tuoaﬁon in mgar:is t: ﬁ:ﬁ“
rostrictions. When the resident
Medical record raview gf Dietary notez raveated Verbalizos an understanding of
no documentation of the breakdown of flulds o fluid resirictions they will be
be provided by dietary and or nursing for the the ;{:gh“';"i:'“:‘:”rg :mﬁduﬁ‘““
resident each shift. bedside with the red
Review of facility policy, Restricted Auids, ﬁnﬁgnm?ﬁﬁmﬁﬁf
revealed "..1. Liconsed Nurse will note the RN/LPN,
.| Physician’s arder i regard to fluld restriotion and c) The resident thet is recoiving
develop and/or foltaw g plan for the amount of restricted Huids will be
flulds {o be eansumed by the resident each identified with a visual
shift...3. The resident with an order for restricted remlnder posted within the
fiuids will not have a water pltcher or cup at the ;:5"""”""“”;- This will display
! bedside, with measured amounts of fluids fo be dfT%"éWﬁm?iﬁ, the
Included in total...4. The resldent that is receiving . :
. . v Practitioner when restricted
restricted flulde will be Identitied by:a. Adoor Amount is over the ordered fluid
identifier will be placed on the resident's door to restriction.,
idshtify resident's on fiuid restriction...8. i the 3} ADON or desigaee will do
resident Is not consuming the amount of fiuld weekly audits of all flujd
ordered (under or over the amount ordered), the Eusgj'cﬁﬂtr; lzlses;nd report
Licensed Nurse will notify the physician and ings ; Nurse
u Management Team (DON,
document further orders, ADON, Charge Nutss, Weund
Observation of the residents foom, on
September 11, 2013, at 10:05 a.m., revealed a .

ORM CMS-25577102-98) Pravious Versions Obgolole Event i 3NWZ17 Fachity ID: T332 If contimuafion sheat Pags 16of21
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STATEMENT OF DEFICIENCIES - 1) PROVIDER/SUPPLIER/GLIA TIPLE TRUCTIO DATE SURVEY
AND PLAN OF CORRECTION & msnmmnmug%n: ﬁmus cons N m’mmm&o
445008 B. Wine , 09/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
960 SISKIN DRIVE
ST BARNABAS NURSING HOME | CHATTANOOGA, TN 37403
Sl EACH DEFICIENCY R b pLETIENGES "’ EACH CORREOTE A e | coshon
P?EQX sfsaumroav OR L&G IDENTIFYING INFDRMATION) p?fgm cﬁoss-aa-'sm-:manm D ,fg ch\:(-t}ﬁ APPROPRIATE BATE
F|
:gsmme. Admissions Nirsc,
. nurse,
F 327 Continued From page 16 F 327 4) The ADON will peport findings
walter piteher at bedside and no door identiflar to 1 the Administrator and the Q1
indicate the resident was on restricted flulds, team for 6 months or more if
ed necessary for
Interview on September 11, 2013, at 10:10 am., compiiance jssues,
with the Certified Nursing Assistant (CNA#1)
providing the resident's care revealed CNA #1
Was Uhaware of how much fluid the resident was
sllowed per shift,
Interview Licansed Practloal Nurse (LPN #1) on
September 91, 2013, at 10:15 a.m., in the 200
haltway revesled LEN #1 Was unaware of the
breakdown of fliid to be given by dietary and
aursing. Further Interview revealed LPN#1 was
unaware how many mifliliters the resident was
allowed each shift,
‘| Interview with the Distary Manager on September
11, 2013, at 11:00 a.m., in the Director of
Nursing’s (DON) office revaealed the resident is on
"select dlet” which means the resident chooses
liquids fo be provided by dietary for each maesl.
Further iInterview confirmed In a twenly-four hour
period no more than 960 m| was to be provided
by disetary for the rasldent,
Interview with the DON In the DON's office on
September 11, 2013, at 2:40 p.m., confirmed the
facllity's Restricted Fiuids policy had not besn
followed for developing a plan for the amount of
fliids to be provided by distary and nursing.
Further Interview confirmed the resldent was not
to have a water pltcher at badside and a fluid
Testriction identifier had not been piaced on the
. | resident’s door.
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F 332 Fasg 107172013
58=D| RATES OF 5% OR MORE . ) On 91613 nurse # 3 and norse
#4 were riznyed g copy of the
medication administration
ORM CMS-2667{02:89} Previous Verslons Obsclate Event ¥ SNWZ11 Facilly [D: TN3312 If continuation sheet Page 17 of 21
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445008 B. WiNG 08/11/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP GODE
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(%6 ID SUMMARY STATEMENT OF DEFIGIENGIES 1] PROVIDERS PLAN OF CORRECTION P
PREEDX EACH DEFICIENCY MUST BE PRECEDED Y FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG GULATORY OR LEC IDENTIFYING INFORMATION) TAG ORDSS'-REFEREgEcggl%E APPROPRIATE DATE
F 332} Continued From page 17 F a3z pulllfcg' Nurse #3 and k:llurse ¥4
The facility must ensure that #t Is free of W' o¢ wsted on the knowledge
medication arror rates of five percent or greater, _ 323‘525"3%?5‘,%?86?3& o
designee will do a random
medimign edministration with
# to
This REQUIREMENT It ot met as evidencsd Bty ool 4 b assurs the
I by: - sdministration,
Based on medical record review, observation, 2) On 10/3/2013, the consultant
and interview, the facility failed to enstre g five phmacigt will in service every
percent or leas medication error rate in 4 of 22 m:;le Sﬁfdng;um o
opportunitias observed. . ive 107172013,
The findings included: cach nurse il e ual
Medical record review of the Physiclan's ordars ,e"‘;"};';‘“ m‘l‘; will bm ,,?:the
dated September 1, 2013 through September 30, medication sdminlstration
2013, for resident #119 revealed *.. Keppra policy.
(anti-seizura medication) 250 mg (milligram) 3) Beginming 10/1/2013, & .
tablet Take 1 tab by mouth twics dally...Aspirin mouthly visuel audit will be " .
EC (enteric coated) take 1 tab by mouth every sompleted by the ADON or
day..."” . designee. This audit will select
2 TuTses pey waqk_nz random for
Observation with Licensed Practical Nurses (LPNY m&?‘;ﬂcﬁﬁﬁm
#3 of a medicalion pass for resident #1198 on pharmagy technician win
September 10, 2013, at 8:00 a.m., ravealed LPN continue to observe nopses
#3 omitted Keppra 250 mg and Aspirin 81 mg. monthly for accuracy of
. medication administration.
Medical record review of the Physlcian’s orders 4) Ths ADON ard Charge nurse
for resident #4 dated September 1, 2013 through will report findings to the
September 30, 2013, revealed *...\Vitamin D (D3) I?as”?&.‘l’.’h"mm‘“g on :l“'“dlg'y
1000 IV (international units) oap take 1 hy mouth will e m;om:;“ﬁg;::‘:&;gww
every day...Prilosec (gastric acid pump inhlbitor) ton the DON and O team .
(20 mg) take 1 cap by mouth every day...” beginning 10/10/2013 and will
continue for 6 months or as
Observation with LPN #4 of a medication pass for deemed necessary,
resident #4, on September 10, 204 3, at 8:40 a.m.,
revealed LPN #4 administered Vitamin [ 400 i
and omitted Prilosec 20 mg. -
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(*4) D SUMMARY STA OF DEFCIENGIES D PROVIDER'S PLAN OF CORRECTION 8)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED B FULL PREFLX (EAGH CORREGTIVE AGTION SHOULD BE COMFLETION
TAG ULATORY OR LSC (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROBPRIATE DATE
DEFICIENCY)
F 332 | Continued From page 18 ! F a3
Interview with LPN #3 on September 10, 2013 at
8:20 a.m., in the hall confirmed the Keppra and
Aspirin had not been administered {o resident
#110.
Interview with LPN #4 on September 10, 2013 at
45 a.m., in the hajl confirmed vilamin D 400 [y
was administered i resident #4 and the Prilosec
had not been administered. Easy ‘
F 4311 483.60(b), (d), (e) DRUG RECORDS F 431 1072013
Y ; 1) On 971142013, Nurss #1 was
88=D | LABEL/STORE DRUGS & BIOLOGICALS reeducated by the Dicector of
" ing i ds to afl
The facility must emplay or obtain the services of ﬁﬁﬁi&m Sin 8 Tocked
a licensead phannacast who_ establishes a system compartment. Policy relssued to
OF records of receipt ang disposition of alj turse #1. This will be followed
controlled drugs In syfficient detail fo enable an up with testing of the
accurate reconciliation; ang datermines that drug knowledge of the policy.
records are in order and that an aceount of all 2) Asof 10!3;20.13., the consultant
confrolled drugs is maintained and periodically pharmacist will in servico all
recongiled. RN/LPN's in regards to
medication administration and
. Securing medications,
Drugs and biologlcals used In the faclllty must be 3) Beginning 10/1/2013, & monthly
labeled in accordance with currenily accspted visual eudit will be completed
professional PHnGiples, and include the by the ADON or designee for
appropriate accassory and Caulionary unsecured medications. This
Insiructions, and the expiration date when audit will select 2 nurses per
epplicable. week at random for the
understanding and/or
In accordance with State and Federal laws, the ;‘;‘;‘g“;:‘:‘:;;;f;f;‘ﬁﬁ,%‘
facility must store all drugs and biclogicals In medicetions,
locked compartments under proper temperature 4)  The ADON will report findings
Gontrols, and permit anly autherized personnel to to the Administrator and the QI
have acgess to the keys. team for 6 months or mare §f
T deemed necessary for
The facility must provide Separately locked, compliarics issucs,
bermanently affixed compartments for storage of
controlied drugs listed in Schedule ! of the
L l Comprehensive Drug Abuse Prevention and
FORM CR5-2567(02-55) Previpus Vértlona Obaolets Event ID: 3NWZ11 Facdlly Io; ThNag 12 I cantinuation shest Page 18 of 21
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. PERCENCY)
F 439 Continued From page 19 F 431
Control Act of 1976 and ather drugs subject to
abuse, except when the facility yses single unit
Package drug distribytion systams in which the
quantity stored is minimal and a missing dose can
bé readlly detacle .
This REQUIREMENT s not met as evidenced
by: :
Based on ohsetvalion and interview, the Tacllity
failed to ensurg medications werg secured on ona
of five medication carlg,
The findings Included:
Observation on September 11, 2013, at a:57
8.m., revealad an Unattended medioation oart in
tie hallway outside of room 225. Further
ohservation revealed a piastic GUp containing
approximately 60 mi. (mlﬂmters) of a water
mixture. Con nued observationn fevealed the cart
remained unattended for three minutes until the
nurse refurned Interview with icensed Practica)
Nurse #1 at that time revealed the Cup eontained
& Carafate tablst mixeq i water. Conlinued
Interview confirmed the Mmedication had begn left
Unsecured for a periog of time and had not basn
properiy st . 02
n; :ES 483.75(i)(1) ADMINISTRATION F 502 D For resident 12, teb work swas 10172013
The facility must provide or obtgin laboratory m",‘:’;::‘;‘}ffggl 3 and
Services fo meet the needs of Hs residents. The results were placed on the ghgry.
facllity is responsible for the quality and timefiness 2) Beginning on 10/4/2013, orders
of the services. written for lab work will be
documented on 1ab wok logto
ensure that gervices arg :
o tas avi and timely. On 93] 13, al
This REQUIREMENT is not met as evidencad j J e 19312013, i
RN ChS-2567(02-00) Prenous Versiong Obislot Evant iD: aNwz14 Fackity ID: TNag12 If continuation sheet Page 20 of 21
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448008 B. WING 0811172013
NAME OF PROVIDER O SUPPLIER STREET ADDRESS, GITY, STATE, ZiF GODE
8580 SISKIN DRIVE
%4 D SUMMARY STATEMENT OF DEFIGIENCIES D FROVIDER'S FLAN OF CORREGTION {x8)
RECEDED & BACH CORRECTIVE AGTION SHOULD BE
P és%ﬁ&%é%ﬁﬁ'ﬁ@r%m w?m;;%"ﬁb £ cﬁoss-nspmegcﬂ:ei& O THE APPROPRIATE . BATE
gaaégo rlu;me for aemirmy. As of
» Qutpatient lab will
F 502 I(J:}:‘:mﬁnuercl From page 20 F 8602 Continue £ retriore fat
: . : specimens and trangport
Based on medioa| record raview and intarviaw, la}:’leqmum to the aﬁmou.
the facllity failad to ensure a laboratory test was 3) As of9/30/2013, the |ah work
completed for one resident (#22) of thirty - log will be maintajned daily by
residents reviewad. the unit secretary. Reguirs will |
be retrisved and logged per the
The findings inci d Separate the lab resylts ang
poSident #22 was admitted to the facility on July RN 10 cach RN/LEN, The
25 201 . _ RN'S/LPN’s will Feview, injtial
) 2. with diagnoses including
. the lab work, and piacc the lab
Encephalopathy, Congestive Heart Failure, and work results it practitionee's
Dementig, communication book or calf
. Practitioner based on resuls g
Medical record review of a Physician's order well. Afl quarterly Jab wory wilt
dated September 2, 2013, revealed *..TSH heh gggzﬁ:n u;; s;rl:e
(Thyroid Stimulating Hormone) every six months, sc ftes for the eatire
D43 = Sucility. ATl annual Iah wor
First draw to be done 9 2-13.., Wil also be obtainee
Medical record review revealad no laborstory m;%gﬁ;’%?ggoﬁ 3
report for the TSH levet on September 2, 2013, the fab work tog wili bo andited
the 1o
Interview with Licensed Practical Nurse #5 on wmwuw mtu?gn oni'?ff; Euuﬂr?‘;tm::
Seplember 11, 201 3, at 8:30 a.m., at the nursing - Prooess. The findings wil) e
station confirmed the TSH level had not been reported to the Director of
obtainad. ' Nursing or the Assistang
Director of Nursing,
4)  Effective 10712013, 1ab DTocass
will be audjted by the charge
nurse and reported weekly in
. the nursing menegement
Y meeting (DON, ADON, MD$
nurses, Charge nurses, Wound
Cape Coordinaor, Admissians
Coordinator, DON er designee
will evaluage weekly
. oeclirences and report them tor
the QI team beginning
10110/2013 for 6 months or
tmore §f dermed for
complisnce Issu::w
Facllly ID: TN3312 If continuation sheet Page 21 of 21
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